Mr. HORSFORD asked why the larynx had not been treated surgically, so as to remove the focus of disease.
The PRESIDENT said it was recognized that there was no necessary parallelism between the disease of the larynx and that of the lung. Many lungs improved while the larynx went to the bad. But there were larynges which could be healed while the patient was dying. It was against treating those cases that he had sometimes protested. When a patient would die in a year or two, unless there was dysphagia or stridor, he would only treat the larynx symptomatically. This present case had lasted since March 1910, and the larynx was not worse, so it illustrated the value of sanatorium treatment.
In the old days tuberculous infiltration of the epiglottis would not have gone on for eighteen months and left the larynx as quiescent as this one was. It was an indolent form of tubercle, and might well be called lupoid.
Dr. KELSON, in reply, said he showed the case because some people had the idea that if a patient were sent to a sanatorium that was all which was needed. At the sanatorium he was treated for the lung condition, which got well, but the larynx was not treated, and did not get well and a fresh ulcer had appeared at the base of the artysenoid. The patient said he now felt much better, and his lungs were now reported to be sound. He proposed to treat the larynx.
Case of Abductor Paresis with Tuberculous Disease of both Apices.
PATIENT, a ian, aged 44, is suffering from chronic phthisis and gets attacks of inspiratory dyspnoea, outward movement of the cords being markedly feeble.
DISCUSSION. Dr. DUNDAS GRANT remarked that the stridor was markedly expiratory, which, with pure abductor paralysis or paresis, was, to say the least, unusual. It pointed to something subglottic or tracheal, but in this case he thought it was a pure neurosis, and that it would probably disappear under an ansesthetic.
Mr. TILLEY said he could not satisfy himself as to the presence of abductor paresis; he held the patient's tongue gently, but the cords seemed to be abducting in the normal fashion.
Dr. PERMEWAN said that Sir Felix Semon was probably the only man who could definitely say whether there was abdnctor paresis or not in such a case. For his own part he agreed with Mr. Tilley and was unable to satisfy himself that there was any.
Dr. W. HILL said that Sir Felix Semon had stated th'at these cases often varied as regards the amount of movement from day to day. He (the speaker) showed two cases at the last meeting which had, when examined at the hospital, anasthesia with marked paresis, but there was at the meeting very little. In those two cases he had argued that variability supported the idea of the presence of functional trouble.
Dr. WATSON-WILLIAMS said his impression was that the left vocal cord in this patient was markedly paretic. In order to get over the question of a mere temporary absence of abduction which a nervous patient sometimes showed, he asked the patient to sing a prolonged note and then take a deep breath. This left him in no doubt that there was abductor paresis, particularly on the left side.
Dr. DAN MCKENZIE believed there was abductor paresis in both cords. When he examined the case he saw the cords swing out to their full extent at the beginning of inspiration, but after a short period they approximated and remained close together. This might either be due to paresis of the abductors or to spasm of the adductors.
The PRESIDENT said he used to think he had cases of abductor paresis, and exhibited one or two, but as he learnt by experience he ceased to find such cases. He believed it was rather adductor spasm in this case. Double abductor paralysis was one of the rarest things which occurred in neurosis of the larynx, whereas adductor spasm was very common. In 150 cases of laryngeal paralysis, Avellis had found it to be bilateral in only twelve. He had a private case in which it was impossible to settle the question without chloroform. That patient was a morphomaniac. People who had been to a sanatorium, and got their tubercle arrested, became introspective, and were apt to suffer from functional aphonia and adductor spasm.
Dr. KELSON, in reply, said he had never seen the patient abduct his cords properly. They moved, but the glottis was never widely open. The case was sent to him by a physician who was treating the patient for his lungs, and as the patient made a noise in breathing he wanted to know if there was anything in the larynx which accounted for it. The case varied a good deal, and he wondered whether it was one of the rare cases recorded by Schrotter and others in which the recurrent laryngeal was caught by the thickened pleura. The phthisis was very chronic and apical.
